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Case Report

Acute calcific prevertebral tendinitis: rare cause of
neck pain

Chia-Hsi Chen,’ Ying-Chou Lu,? and Tak-Yee Wong?

Departments of 'Emergency Medicine, Otolaryngology and 3Diagnostic Radiology, St. Martin De Porres
Hospital, Chiayi, Taiwan

Case: We report a case of acute calcific prevertebral tendinitis and discuss the clinical signs, symptoms, and radiologic findings of the
disease.

Outcome: This 47-year-old man suffered from neck pain, odynophagia, and sore throat for 2 days. Acute calcific prevertebral tendinitis
was noted. This disease, brought on by prolonged minor repetitive tendon injury, is an often overlooked cause of acute neck pain. The
typical radiologic appearances of the disease include the calcification of the anterior surface of the C1-C2 spine and smooth soft tissue
swelling over the retropharyngeal space.

Conclusion: Generally this disease is benign and may be misdiagnosed as deep neck infection. Drainage on this patient would be

considered malpractice.
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INTRODUCTION

CUTE CALCIFIC PREVERTEBRAL tendinitis has

similar clinical findings to deep neck infection. The
latter usually has a higher rate of morbidity and mortality.
The most common signs and symptoms noted on these
patients include acute neck pain, severe sore throat, and
odynophagia. Radiologic findings give us important clues
when diagnosing this disease. Here we report a patient with
acute neck pain, odynophagia, and severe sore throat, which
we diagnosed as acute calcific prevertebral tendonitis by
radiography findings.

CASE REPORT

47-YEAR-OLD MAN SUFFERED from severe neck

pain progressively with neck flexion limitation for 2
days, and was sent to the Emergency Department. He had
progressive odynophagia, severe sore throat, and painful
sensation at neck rotation. There was no fever, chill, or
general soreness during the entire course of the illness.
Physical examination showed clear discharge at the left
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tonsil area. There was tenderness over the hyoid bone area
and swelling over the posterior pharyngeal wall. No lymph
node enlargement stridor, or other airway obstruction signs
were noted. The cervical spine X-ray film (Fig. 1) showed
thickening of the retropharyngeal space at the C2 level. A
neck computed tomography (CT) scan revealed a smoothly
unenhanced soft tissue swelling at the prevertebral space
with calcific density over the anterior surface of the C1-C2
vertebral body. The contrast ring enhancement of the edge
was not prominent and there was no fatty infiltration around
the parapharyngeal space. (Figs. 2, 3). There was a slight
increase of C-reactive protein and leukocytosis noted on
laboratory study. Under the suspicion of deep neck infection,
we carried out needle puncture for this patient on the poste-
rior wall of the pharynx and no fluid or pus was found.

Initially, antibiotic therapy was used because of suspicion
of deep neck infection under the clinical signs and symptoms
of neck pain with odynophagia and neck CT scan findings.
However, the patient’s neck pain persisted. Under the diag-
nosis of acute calcific tendinitis the patient was treated with
non-steroidal, anti-inflammatory drugs. The neck pain sub-
sided the following day.

DISCUSSION

N 1964, HARTLEY first described acute -calcific
prevertebral tendinitis, or retropharyngeal calcific tendon-
itis, as a distinct clinical disease.! This calcific tissue was
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Fig. 1. Lateral view of the cervical spine in a 47-year-old man
suffering from neck pain, odynophagia, and sore throat showed
thickening retropharyngeal space at the first and the second cer-
vical spine level (arrow).

Fig. 2. Axial view of an enhanced neck computed tomography
scan in a 47-year-old man suffering from neck pain, odynophagia,
and sore throat. There was swelling at the prevertebral space
without airway compression (arrow), and there was no fatty infil-
tration around the parapharyngeal space.

confirmed by a scanning electron microscope and energy-
dispersive spectrometry revealed calcium and phosphorus
components.” Up to 2010, there were 71 published cases of
acute calcific prevertebral tendinitis.> Emergency physicians
are still unacquainted with the disease and it could be
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Fig. 3. Sagittal view of an enhanced neck computed tomogra-
phy scan in a 47-year-old man suffered from neck pain,
odynophagia, and sore throat. There was one calcification over
the anterior surface of the first and second cervical vertebral
body (arrowhead). The contrast ring enhancement of the edge
was not prominent.

confused with an infectious disease such as retropharyngeal
abscess.

Signs and symptoms of acute calcific prevertebral tendi-
nitis are non-specific and may resemble other neck diseases.
Usual signs and symptoms include neck pain, flexion limi-
tation, and odynophagia. Prevertebral soft tissue swelling
will be found on cervical spine X-ray film. Calcification due
to inflammation of the longus colli muscle and tendon may
be present at the prevertebral space.**

Although cases of acute calcific prevertebral tendinitis are
found predominantly among patients between 30 and 60
years of age, it can also present in patients younger than 21
and older than 81.%¢

The pathogenesis of acute calcific prevertebral tendinitis
is inflammation.”* The typical radiological finding is asym-
metric soft tissue swelling with calcification deposits along
the superior medial portion of the longus colli muscle, at the
anterior surface at the level of C1 and C2, which is the
insertion point of this muscle.”® Contrast CT scans play an
important part in the diagnosis of acute calcific prevertebral
tendonitis. The findings of smooth soft tissue edema with
lack of contrast enhancement on CT scan help us in differ-
entiating from an abscess. The contrast ring enhancement is
more prominent around the edge of abscesses and fatty infil-
tration will also be increased around an abscess. The CT scan
can also help us to identify calcifications, which may not be
visible on plain film, as in this case. The role of magnetic
resonance imaging (MRI) is not clear in the diagnosis of
prevertebral calcific tendinitis. Diffuse longus colli muscle
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swelling with high signal in the prevertebral space will be
present in T2-weighted MRI.> An MRI study may be helpful
to differentiate fluid and effusion more accurately.’

Acute prevertebral calcific tendinitis is a self-limited con-
dition. If calcific tendonitis is not treated, it usually resolves
spontaneously within several weeks.!” Conservative treat-
ment with non-steroidal anti-inflammatory drugs is the
mainstay of treatment, yet one brief course of steroids can be
considered for more rapid pain relief.’ Cervical immobiliza-
tion can help alleviating the symptoms.

Although acute calcific prevertebral tendinitis is a benign
and rare disease, it is an important differential diagnosis as it
mimics abscess in the retropharyngeal space. The clinical
significance of this report is that awareness of this rare disease
can help to prevent us from carrying out unnecessary drainage
in affected patients. Neck MRI may have a role in the differ-
ential diagnosis between acute prevertebral calcific tendinitis
and deep neck infection. An otolaryngologist consultation is
necessary to check the airway condition when there are signs
of airway compromise. If there is leukocytosis or increased
C-reactive protein levels, other infective conditions, such as
retropharyngeal abscess, must be ruled out before making a
diagnosis of this benign condition. Drainage in this case
would be malpractice. The needle puncture should be the final
step if the results of clinical examinations are ambiguous.
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